In the 1980s, the amount of behavioural distress in ill children was seen by researchers as an indirect measure of children's coping; low distress was taken to indicate successful coping had occurred. 1A By the 1990s, coping strategies were assessed by self report. 2 However, observing a young patient's distress behaviour is still a useful measure of their coping, and has been shown to be a good indicator of the way they feel about a particular medical treatment. 3 Observational measures of distress have the added advantage that they can be used with very young children.
In general, infants confronted with the sudden onset of a painful stimulus respond with a scream, followed by tears, grimaces, and body movements. At around 6 months of age, they show apprehension of a painful event-for example, an injection or a blood test-and the discomfort that this involves initiates distress behaviour. The capacity to anticipate an unpleasant event is a mark of a child's development of learning and memory. During a toddler's 2nd year, the period of screaming and crying generally decreases, and they visually begin to search out the mother and/or nurse before an injection.
The first part of our paper describes an assessment procedure for distress behaviour, and the second part explains how the same instrument can be extended and used to assess the child's coping behaviour.
Measuring observed behaviour
Structured behaviour observations are objective and easy for clinicians and researchers to carry out. A distress behaviour instrument measures how children behave in the situations that cause them to be distressed-the term distress in this case is used to describe discomfort reactions to pain or anxiety during invasive medical treatments. The systematic observation of distress and coping of children in hospital allows individual responses to the medical treatment to be assessed and monitored. Because this method is so precise, it can lead to the development of improved practice and, ultimately, to theoretical understanding of distress and coping. 4 Three instruments that measure children's distress behaviour during medical treatments are frequently cited in the literature (table  1) . 1 5-7 We think that the observation scale for behavioural distress (OSBD) is the most useful for appraising distress in individual patients and paediatric groups. The OSBD has been shown to be valid and reliable, and was designed in the paediatric setting. 3 8 It is also the instrument most often used in current paediatric research. 3 9-11 Once inter-rater reliability is established, the OSBD is quick and convenient to use, and is useful in practice and research. It is appropriate for use with infants and toddlers as well as school age children (6 months to 14 years).
Administration of the observation scale for behavioural distress
Research into distress in paediatric patients often involves the observation of procedures. The OSBD is a time sample checklist. It is made up of eight behaviour categories indicating the child's anxiety and/or pain (table 2). These behaviours are coded for their presence Katz et al (1980) . 1 The procedure behaviour rating scale (PBRS-R) 8 months to 17 years; the observer registers the presence/absence of behaviours at four specific moments in time; the degree of discomfort is determined by the total number of behaviours registered 25 (reduced to 13) distress behaviour categories indicating distress (for example, tears, screams, resisting, refusal position) LeBaron and Zeltzer (1984) . 5 The procedure behaviour checklist (PBCL is based on the PBRS-R) 6-18 year olds; the observer rates their intensity on a 1-5 scale (1, very mild; 5, extremely intense); good reliability and validity 13 (reduced to 8) distress behaviour categories (for example, pain verbalised, screams, anxiety verbalised) Jay and Elliott (1984; 1986). or absence during 15 second intervals. A predetermined number of intervals make up a phase-for example, anticipation of the procedure-and the phases make up a complete observation. The intervals are defined by the sharp sound of an automatic bleeper in the observer's ear. The multiple behaviours displayed by the child are ticked on a record sheet during these regularly timed intervals. Each category has a relative value in a 1-4 range, where 4 represents the highest degree of distress. As examples, "cry" is weighted at 1.5, "verbal pain" 2.5, and "scream" at 4.0. The OSBD yields a total score that includes intensity of distress. 8 Once distress levels have been reliably measured on a baseline, therapeutic methods such as distraction, imagery, and relaxation exercises, in combination with pain relief drugs, can be introduced to establish whether the intervention had been successful. Systematic observations in conjunction with physiological measures-for example, heart rate and/or breathing rate or cortisol concentrations-might be helpful to assess the eVect of treatment interventions on groups of young patients. The results will enable medical teams to make informed decisions about treatment regimens.
Although the OSBD is used with children of all ages to compare results across a wide age range, it has some weaknesses-for example, "flailing" (gross movements of arms and legs or whole body) is a distress behaviour used by very young children only, whereas "information seeking" is used only by children able to talk. Therefore, the meaning of some OSBD behaviour categories will vary according to the age of the child.
Measuring coping through observation
Although coping is measured indirectly through structured behavioural observations of distress, such as the OSBD, avoidant and active coping is sometimes measured through self report questionnaires and interviews. 12 There are two appropriate instruments available to observe children's coping behaviour during medical treatments.
One instrument, the behaviour approach avoidance subscale, was devised by Hubert et al to measure the behaviour of paediatric cancer patients undergoing a bone marrow aspiration. 11 Observers rated children's behaviour on a 1-5 Likert-type scale; high approach behaviour was defined as looks, touches, and questions to initiate involvement; high avoidance as turning away, trying to escape, or trying to change the situation. It was found that children whose coping was characterised by more approach behaviours rather than avoidant behaviours displayed less distress than those who used avoidant coping behaviours. The behaviour approach avoidance subscale can be used independently, and also in conjunction with the OSBD.
The other instrument, the active/avoidant coping behaviour measure, is administered by adding two behaviour categories to the eight distress behaviours of the OSBD (U Pretzlik and K Sylva, the VIIth European Conference on Developmental Psychology, Krakow, Poland, 1995). Behaviour is defined as active coping if the child takes an interest in a medical procedure-for example, a blood test; that is to say, if the child looks at the needle going into the skin and watches the blood coming out. Children who show "no interest" in the blood test (take no active part, and simply ignore the procedure or deliberately look the other way) show avoidant coping behaviour. These two coping behaviours are coded for presence or absence during 15 second intervals. The total of active/avoidant coping intervals give each child an active or avoidant score. This subscale has the advantage of being quick and easy to apply and enables clinicians and researchers to identify a child's preferred coping style. High inter-rater reliability for the subscale has been demonstrated. Once a coping style has been identified, psychological and practical support for avoiders can be tailored in the direction of distraction, whereas additional information can be provided for active copers. Children who used avoidant coping behaviour-for example, while having their blood taken-showed increased distress behaviour and reported being more distressed during that period than those children who took an active interest (Pretzlik and Sylva, the VIIth European Conference on Developmental Psychology). These results endorse the findings by other workers, 11 13 as well as Peterson's summary review of eight studies, 12 all of which found that active copers on the whole fare better than avoidant copers.
Implications and conclusion
Empirical studies involving the widespread use of the OSBD and its extension, which includes the two coping behaviour categories, active/ avoidant, will add to the knowledge of individual and contextual factors associated with distress and coping. This knowledge can facilitate improvement in existing interventions and provide input for new interventions to enhance children's coping. It might also broaden their application beyond medical procedures to other aspects of adjustment to serious and long term illness.
To find out more about infants' and toddlers' resilience and vulnerability, structured observation carried out in the clinical setting is recommended. It is only with the development of verbal skills that children are provided with the fundamental means of conveying directly the nature of pain, its location, intensity, and duration, which are all elements that contribute to the distress of paediatric patients. These elements are essential for clinicians to be aware of, through their own observations or through research findings.
